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A ttempts to reduce small localized fat accumulations are also fraught with difficulty in blending the treated area with the surrounding fat. We have seen this with cryolipolysis producing a 'donut' effect. Localized liposuction without careful tapering can cause the same thing, as can any energy-based fat reduction device. It is currently unclear which nonsubmental areas will be prone to these problems and what dose and technique will minimize them. In the meantime, we are sure to see deformities produced by careless experimentation on patients.
William P. Coleman III, MD Editor-in-Chief, Dermatologic Surgery Tulane University Health Services Center New Orleans, Louisiana
The author has indicated no significant interest with commercial supporters in regard to this commentary.
Deoxycholic Acid Injections for Bra-Line Lipolysis
Weight fluctuations and aging can lead to an altered distribution of subcutaneous fat and changes in skin elasticity. 1 In the posterior and lateral upper torso, this process may result in overhanging subcutaneous fat and skin, popularly known as bra-line bulging. This is cosmetically undesirable and, in most patients, unresponsive to dieting and exercise. It is also difficult to treat by liposuction, heat, ultrasound, or cryolipolysis. Presently, it is the first and only FDA-approved injectable treatment for improving the appearance of moderate-to-severe convexity or fullness associated with submental fat in adults. 2 Given the efficacy and safety of DCA injection lipolysis in the submental area, its use for body contouring in other anatomical areas to treat small volume, localized fat deposits should be explored. 5 This technique can be an excellent therapeutic approach for mild excess fat in the pectoralis/underarm/triceps/upper back (collectively called the "bra-line" in females) in carefully selected patients, usually with a body mass index <25.
A 46-year-old, healthy Caucasian female (Case A) presented for improving the appearance of bilateral bra-line bulging in the upper back. General examination was normal. Local examination revealed diffuse, nontender bilateral excess fat, homogenous to palpation, measuring approximately 4 cm bilaterally, located in the upper back just above the horizontal bra-line, medial to the posterior axillary line ( Figure 1A ).
Another patient, a 47-year-old, healthy East Indian female (Case B) presented with bra-line bulging at the lateral side of both breasts (in the area of the axillary tail of Spence). General examination was normal. On local examination, diffuse, nontender bilateral bulging of adipose tissue with homogenous consistency, measuring 2 cm bilaterally was palpated medial to the anterior axillary line (Figure 2A ).
Both patients were unwilling to undergo surgical intervention. The option of DCA injection lipolysis was offered as a minimally invasive treatment after confirming that the patients did not have cutaneous disease in the treatment area, were free of any systemic diseases, had no known allergies, and were not pregnant or lactating. The procedure and potential side effects (injection site edema, hematoma, pain, numbness, erythema, and induration) were explained, and off-label consent was obtained. The number of injections and treatment sessions were determined according to each patient's fat distribution and treatment goals. The principles of the 1975 Declaration of Helsinki were followed.
Both patients received 1 injection treatment session, seated upright for proper visualization of anatomic contours. Patient A received 2-mL DCA injections on each side (total 4 mL). Patient B received 1-mL DCA injections on each side (total 2 mL). DCA was injected Figure 1 . Case A before DCA injection (A) and 3 months after DCA injection (B). DCA, deoxycholic acid.
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with a 32-gauge needle held perpendicular to the skin. Injections of 0.15 mL each were distributed with injections spaced 0.5 to 1.0 cm apart, covering the treatment area. Care was taken to inject DCA only into the subcutaneous fat and not intradermally or into underlying muscles or soft tissues. For Case B, the injection site was in the direction of the pectoralis major tendon. DCA was injected with utmost caution to avoid lymph nodes and important neurovascular structures in close proximity. Ice was applied 5 minutes before and after treatment at the injection sites to minimize pain. After injection, both patients experienced moderate tenderness and a subcutaneous itching sensation in the treated areas, which subsided within 10 minutes. They were observed until the pain subsided. They experienced mild swelling in treated areas for 5 to 7 days. Both cases A and B reported a gradual decrease in fat bulging after treatment beginning 1 month and continuing until 3 and 9 months, respectively ( Figures 1B and 2B ). During follow-up, there was no re-accumulation of fat in treated areas, although neither patient experienced significant weight fluctuation. Both patients were highly satisfied with the initial treatment results. One more treatment session is planned for Case A, whereas Case B required no further treatment.
Conclusions
DCA injection, a minimally invasive procedure, was effectively used for the reduction of localized fat above the bra-line and was well tolerated. This report highlights my earliest experience with injectable treatment of bra-line fat accumulation in 2 patients and is the first US report of DCA lipolysis in this anatomic region. This area is relatively difficult to treat with other modalities but seems to be responsive to DCA injection. Safety can be ensured by administering DCA only in the subcutaneous fat. Thorough knowledge of the anatomy of underlying structures and skin thickness is essential. Efficacy can be maximized by careful patient selection. Lipolysis with DCA injection administered by trained physicians is a promising approach for treating bra-line fat. Here we demonstrate excellent 
Comparison of Pain Levels in Anterior Versus Cephalic Approach for Supraorbital/ Supratrochlear Nerve Blocks
The hair restoration surgery is the commonest cosmetic surgery procedure performed in men. The techniques have evolved over a period of decades. Most of the patients are anxious about the degree of pain during and after the surgery. Local anesthesia is the mainstay of office-based hair restoration procedure. The patients who experience a lot of pain during the first session will not return. 1 The skin of the forehead is supplied by supraorbital/supratrochlear (SO/ST) nerves. The SO/ST nerve block can be achieved by 2 approaches, that is, anterior and superior (cephalic). 2, 3 In a superior (cephalic) approach, the surgeon stands on the head side and inserts the needle in such a way that the tip of the needle is felt at the SO foramen ( Figure 1 ). In an anterior approach, the surgeon inserts the needle directly over the SO foramen, standing in front or side of the patient (Figure 2) .
A study was conducted in 10 patients undergoing the first session of hair restoration. The anterior Figure 1 . Superior (cephalic) approach. Figure 2 . Anterior approach.
